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January 15, 2014 
 
Sen. Claire Ayer, Chair, Senate Health and Welfare Committee 
Rep. Mike Fisher, Chair, House Health Care Committee 
Rep. Martha Heath, Chair, Joint Fiscal Committee 
Sen. Jane Kitchel, Vice-Chair, Joint Fiscal Committee 
State House 
Montpelier, VT  05633 
 
Dear Senator Ayer, Representative Fisher, Representative Heath, and Senator Kitchel: 
 
Please accept the annual report of the Green Mountain Care Board, as required by 18 V.S.A. § 9375 (d).  
As explained in our December 13, 2013 letter to the Joint Fiscal Committee, this publication also 
provides the GMCB cost shift information for 2013.  We will be happy to provide your committees with 
greater detail on the cost shift as more information becomes available.  
 
Our Board places the highest value on accountability, and we appreciate this annual opportunity to 
publicly take stock of our progress and our plans. We prepared this report mindful of both the specific 
statutory requirements of the report and any questions we might expect Legislators and citizens of 
Vermont to have about the roles, progress, and priorities of our Board.   
 
We wish to thank the many people who devoted their time, energy, and creativity to the work described 
ƛƴ ǘƘŜǎŜ ǇŀƎŜǎΦ  ²ƘƛƭŜ ǘƘŜ Da/.Ωǎ ǊƻƭŜ ƛǎ ǳƴƛǉǳŜƭȅ ƛƴŘŜǇŜƴŘŜƴǘΣ ǿŜ ǎƛƳǇƭȅ ŎƻǳƭŘ ƴƻǘ ƘŀǾŜ ŀŎƘƛŜǾŜŘ 
what we haveτnor could we hope to reach our ambitious goalsτwithout the dedicated collaboration 
of people who every day bring the whole range of perspectives to the table with us. 
 
²Ŝ ǘƘŀƴƪ ȅƻǳΣ ±ŜǊƳƻƴǘΩǎ [ŜƎƛǎƭŀǘƻǊǎΣ ŦƻǊ ȅƻǳǊ ƭŜŀŘŜǊǎƘƛǇ ŀƴŘ ȅƻǳǊ ǎǳǇǇƻǊǘ ƛƴ ŀchieving our shared goals 
for 2013.  We look forward to continued collaboration in 2014. 
 
Sincerely, 

 

Alfred Gobeille 
Chair   

 

http://www.gmcboard.vermont.gov/
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This report provides highlights of the activities of the Green Mountain Care Board  

for the calendar year 2013.  We welcome your comments and questions.  Reach us through the 
comment portal on our website (http://www.gmcboard.vermont.gov/publiccomments), via e-mail 
at GMCB.Board@state.vt.us, by calling 802.828.2177, or by attending our weekly public meetings. 
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Executive Summary 
This Annual Report summarizes the role of the Green Mountain Care Board (the GMCB, or the 
.ƻŀǊŘύΣ ƛǘǎ ǇǊƻƎǊŜǎǎ ƛƴ нлмоΣ ŀƴŘ ƛǘǎ ǇǊƛƻǊƛǘƛŜǎ ŦƻǊ нлмпΦ  ±ŜǊƳƻƴǘΩǎ !Ŏǘ пу created the GMCB 
and set the state on a course toward a sustainable health care system that improves health and 
provides universal access to all Vermonters.  The principles of Act 48 form the foundation for 
the truly coordinated system that ±ŜǊƳƻƴǘΩǎ [ŜƎƛǎƭŀǘǳǊŜ envisions in Vermont.   
 
The GMCB has three fundamental roles in order to achieve the twin goals of improving health 
and moderating costs:  
 
Regulation.  By reviewing hospital budgets, Certificates of Need, and health insurance rates, the 
GMCB is both containing health care costs for Vermonters and drawing ever-tightening 
connections between these previously separate aspects of health care spending.  
 
Innovation.  Organizations serving Vermonters are collaborating on projects to test new ways 
to pay for and deliver health care.  In its role of supervising these projects, the GMCB constantly 
stresses the importance of demonstrating true benefit to Vermonters.    
 
Evaluation.  bƻǿƘŜǊŜ ƛǎ ǘƘŜ Da/.Ωǎ ǎǘŀǘǳǎ ŀǎ ŀƴ ƛƴŘŜǇŜƴŘŜƴǘ .ƻŀǊŘ ƳƻǊŜ ƛƳǇƻǊǘŀƴǘ ǘƘŀƴ ƛƴ ƛǘǎ 
evaluative role.  While many of the projects testing ideas to improve health care payment and 
delivery are likely to prove beneficial, some may fall short of expectations.  It will be necessary 
to measure and evaluate the full effects of changesτpositive and negative, intended and 
unintended.  This role is of increasing importance as Vermont moves toward Green Mountain 
Care in the next few years. 
 

Progress in 2013 

Highlights of 2013 included: 

¶ The GMCBΩǎ ǎŜŎƻƴŘ ǊƻǳƴŘ ƻŦ ŀƴƴǳŀƭ ōǳŘƎŜǘ ǊŜǾƛŜǿǎ ǊŜǎǳƭǘŜŘ ƛƴ ƘƻǎǇƛǘŀƭ ōǳŘƎŜǘ ƎǊƻǿǘƘ 

of 2.7 percent, the lowest rate in Vermont in at least the past 15 years.   

¶ ¢ƘŜ Da/. ƳƻƴƛǘƻǊŜŘ ǘƘŜ άŎƻǎǘ ǎƘƛŦǘΣέ ǊŜǇƻǊǘŜŘ ƛǘǎ ŦƛƴŘƛƴƎǎ ǘƻ ǘƘŜ [ŜƎƛǎƭature, and 

factored the findings into hospital budget review.  

¶ In its first year overseeing the Certificate of Need (CON) process, the Board issued four 

CONs and one Conceptual Development Phase Certificate of Need (CCON).   

¶ The GMCB issued 31 health insurance rate decisions.  These included the first-ever rates 

ŦƻǊ ƘŜŀƭǘƘ ƛƴǎǳǊŀƴŎŜ Ǉƭŀƴǎ ƻŦŦŜǊŜŘ ǘƘǊƻǳƎƘ ±ŜǊƳƻƴǘ IŜŀƭǘƘ /ƻƴƴŜŎǘΣ ǘƘŜ ǎǘŀǘŜΩǎ online 

health insurance exchange.  The Board carved approximately 5 percent off the rates 

proposed by BlueCross BlueShield of Vermont (BCBSVT) and MVP Health Care (MVP).  

¶ ±ŜǊƳƻƴǘΩǎ ǇǊƻƎǊŀƳ ŦƻǊ ǘŜǎǘƛƴƎ ƴŜǿ ǿŀȅǎ ǘƻ Ǉŀȅ ŦƻǊ ŀƴŘ ŘŜƭƛǾŜǊ ƘŜalth care gained 

ground in 2013 with the launch of new projects, the establishment of work groups to 

create standards and measures that ensure that any changes result in demonstrable 
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benefits for Vermonters, and progress on analyses of price variation and the impact of 

ƛƴǎǳǊŜǊǎΩ ǊŜǉǳƛǊŜƳŜƴǘǎ ŦƻǊ ǇǊƛƻǊ ŀǳǘƘƻǊƛȊŀǘƛƻƴΦ 

¶ Thanks to a diverse group of public/private stakeholders, the $45 million State 

Innovation Model (SIM) grant has taken shape with an operational plan, work groups 

with hundreds of participants from the public and private sectors, and a new name:  The 

Vermont Health Care Innovation Project (VHCIP).  

¶ The GMCB toƻƪ ǎƛƎƴƛŦƛŎŀƴǘ ǎǘŜǇǎ ǘƻǿŀǊŘ ƛƳǇǊƻǾƛƴƎ ±ŜǊƳƻƴǘΩǎ ǎȅǎǘŜƳǎ ŦƻǊ ǘǊŀŎƪƛƴƎ ŀƴŘ 

analyzing health care spending, evaluating the impact of cost containment activities, 

ŀƴŘ ŜȄŀƳƛƴƛƴƎ ǘƘŜ ŦŜŀǎƛōƛƭƛǘȅ ƻŦ ŦǳǘǳǊŜ ŦƛƴŀƴŎƛƴƎ Ǉƭŀƴǎ ŦƻǊ ±ŜǊƳƻƴǘΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ǎȅǎǘŜƳΦ 

¶ The pace of activity on Public Health Improvement/Population Health quickened in 

2013, guided by a new work group on the topic. 

¶ The GMCB ŎƻƴǘƛƴǳŜŘ ǘƻ ōǊƻŀŘŜƴ ǘƘŜ ŘŜŦƛƴƛǘƛƻƴ ƻŦ ƘŜŀƭǘƘ άōŜƴŜŦƛǘǎΣέ ŎƻƳƳƛǎǎƛƻƴƛƴƎ ŀ 

ǎǘǳŘȅ ƻŦ ±ŜǊƳƻƴǘŜǊǎΩ ƻǊŀƭ ƘŜŀƭǘƘ ƴŜŜŘǎΦ 

¶ The GMCB ŀǇǇǊƻǾŜŘ ǘƘŜ !ŘƳƛƴƛǎǘǊŀǘƛƻƴΩǎ ²ƻǊƪŦƻǊŎŜ {ǘǊŀǘŜƎƛŎ tƭŀƴΦ 

¶ The GMCB took its weekly public meetings on the road, with Traveling Board Meetings 

in Bennington, Newport and Rutland, while individual Board members logged more than 

60 speaking engagements.  

¶ With the Department of Financial Regulation, the GMCB leveraged grant funding to 

successfully launch a new health insurance rate review web site.  

 

Priorities for 2014 

¶ Regulation: 

o  Maintain downward pressure on health care costs. 

o Further integrate regulatory systems so that each cycle of each regulatory task 

fits into a broader context to serve Vermonters. 

¶ Innovation: 

o Continue to refine and expand opportunities to test improvements in health care 

payment and delivery. 

o Identify and address areas of the health care system, such as mental 

health/substance abuse, that may not have traditionally received equitable 

attention and support in payment and delivery reform efforts. 

o Continue to integrate Public Health Improvement/Total Population Health 

strategies. 

¶ Evaluation: 

o Continue to improve our ability to accurately and objectively monitor, evaluate, 

ŀƴŘ ǊŜǇƻǊǘ ƻƴ ±ŜǊƳƻƴǘΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ǎȅǎǘŜƳΦ 

o Evaluate and share results of health care innovation efforts. 

o Clarify, communicate about, and plan for adequate support of ǘƘŜ Da/.Ωǎ 

evaluative duties with regard to Green Mountain Care. 
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Act 48 and the Role of the GMCB 
For the past half century, the cost of 
health care has consistently risen at a 
steeper rate than inflation.  This 
remains true despite much-publicized 
reductions in the rate of growth in 
health spending in recent years.  By 
2011, health care spending accounted 
for 18 cents of every dollar spent in 
the U.S. ς and 20 cents of every dollar 
spent in Vermont.   
 
±ŜǊƳƻƴǘΩǎ !Ŏǘ пу created the GMCB 
and set the state on a course toward a 
sustainable health care system that 
improves health and provides 
universal access to all Vermonters.  
The principles of Act 48 form the foundation for the truly ŎƻƻǊŘƛƴŀǘŜŘ ǎȅǎǘŜƳ ±ŜǊƳƻƴǘΩǎ 
Legislature envisions in Vermont.  ¢ƘŜǎŜ ǇǊƛƴŎƛǇƭŜǎ ƎǳƛŘŜ ǘƘŜ Da/.Ωǎ ǿƻǊƪΣ ŀǎ ŘŜǘŀƛƭŜŘ ƛƴ 
Appendix B. 
 
In ǘƘŜ Da/.Ωǎ first two full years of operation, the Board has taken every opportunity to 
promote the collaboration, communication, and commitment to Vermonters that will help 
define a highly functioning system.    

These formative years 
have included notable 
achievements, especially 
in containing hospital 
budgets and insurance 
rates.   Perhaps more 
importantly, the GMCB 
has established processes 
and tools to guide the 
significant system-building 
work that will lay the 
groundwork for 
implementing Green 
Mountain Care.   
 

CǊƻƳ ά¢ƘŜ !ƴŀǘƻƳȅ ƻŦ IŜŀƭǘƘ /ŀǊŜ ƛƴ ǘƘŜ ¦ƴƛǘŜŘ {ǘŀǘŜǎΣέ WƻǳǊƴŀƭ ƻŦ ǘƘŜ 
American Medical Association, November 12, 2013 

 

¢Ƙƛǎ άǿƻǊŘ ŎƭƻǳŘέ ƛƭƭǳǎǘǊŀǘŜǎ ǘƘŜ ŦǊŜǉǳŜƴŎȅ ƻŦ words used in the principles of Act 48. 
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The Legislature has assigned the GMCB new responsibilities regarding health insurance rate 

review and oversight of health data beginning in 2014.  Taken together with the responsibilities 

previously assigned to the GMCB by Act 48, these additions provide the GMCB the perspective, 

the information, and the leverage to accelerate progress toward a systematic approach to 

health care in Vermont.    

The GMCB has three fundamental roles in order to achieve the twin goals of improving health 
and moderating cost: 
  

¶ Regulation 

¶ Innovation 

¶ Evaluation 
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Capital expenditures such as new buildings and high-tech imaging machines affect hospital 
budgets, which in turn affect insurance premiums.  tŀǊǘ ƻŦ ǿƘŀǘΩǎ ƴƻǾŜƭ ŀōƻǳǘ ǘƘŜ Da/.Ωǎ ǊƻƭŜ 
is that Vermont has now established one entity responsible for regulating this whole range of 
interdependent activities.   
 
After two cycles of regulating hospital 
budgets and health insurance rates, and 
one cycle of reviewing Certificate of Need 
applications for major capital spending, the 
GMCB is both containing health costs for 
Vermonters and drawing ever-tightening 
connections between these previously 
separate aspects of health care spending.  
 
¢ƘŜ Da/.Ωǎ ǇǊƛƻǊƛǘƛŜǎ ǊŜŦƭŜŎǘ ŀ ƎǊƻǿƛƴƎ ŘŜǎƛǊŜ ǘƻ ƛƴǘŜƎǊŀǘŜ ǘƘŜ ǎǘŀǘŜΩǎ ƘŜŀƭǘƘ ǇƭŀƴƴƛƴƎ ƛƴ ŀƭƭ ƻŦ 
these areas so that the whole picture of health care costs comes more sharply into focus.  This 
work is supported by development of data and reporting systems and by activity in the 
innovative and evaluative roles. 
 
 
 
 
Supervised by the GMCB, a range of organizations serving Vermonters are collaborating on 
projects to test new ways to pay for and deliver health care.  These projects are described in 
the GMCB Progress in 2013 section of this report. 
 
¢ƘŜ ǇŀŎŜ ƻŦ ƛƴƴƻǾŀǘƛƻƴ ƛƴ ±ŜǊƳƻƴǘΩǎ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ǇǊƻǾƛŘŜǎ ǊŜŀǎƻƴ ŦƻǊ ōƻǘƘ ƻǇǘƛƳƛǎƳ ŀƴŘ 
careful monitoring.  It is encouraging to see the rise of projects involving creativity and 

collaboration among organizations that serve the 
health care needs of Vermonters.  At the same 
time, it is vital that any innovations, no matter 
how good they look on paper, are introduced in 
ways that allow for careful examination of 
whether or not the changes benefit Vermonters.  
¢Ƙƛǎ ƴŜŎŜǎǎƛǘȅ ŘǊƛǾŜǎ ǘƘŜ Da/.Ωǎ ǊƻƭŜ ƛƴ 
innovation, as well as our evaluative role.    
 

A key area of innovation that underlies all of tƘŜ Da/.Ωǎ ǿƻǊƪ ƛǎ ǘƘŜ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ƴŜǿ ŀƴŘ 
ōŜǘǘŜǊ Řŀǘŀ ǎȅǎǘŜƳǎΦ  Lƴ нлмоΣ ǘƘŜ Da/.Ωǎ ƘƻǎǇƛǘŀƭ ōǳŘƎŜǘ ǘŜŀƳ ǎǳŎŎŜǎǎŦǳƭƭȅ ƭŀǳƴŎƘŜŘ ŀƴ ƻƴƭƛƴŜ 
ƘƻǎǇƛǘŀƭ ōǳŘƎŜǘ ǘƻƻƭΦ  ¢ƘŜ ŦƛƴŀƴŎŜ ŘŜǇŀǊǘƳŜƴǘǎ ŦǊƻƳ ŀƭƭ мп ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ƘƻǎǇƛǘŀƭǎ ŜƴǘŜǊŜŘ ǘƘŜƛǊ 

The GMCB is both containing health 
care costs for Vermonters and 

drawing ever-tightening connections 
between previously separate aspects 

of health care spending. 
 

A range of organizations serving 
Vermonters are collaborating on 
projects to test new ways to pay 

for and deliver health care. 

 

Regulatory responsibilities 

Innovation responsibilities 
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data into this system, which provided the GMCB with data that was organized in standardized 
ways, allowing for much easier άapples-to-applesέ comparisons for these complex budgets.   
 
The GMCB is committed to driving more of this kind of innovation to support all of its work.   
 
 
 
 
Nowhere is the Ga/.Ωǎ ǎǘŀǘǳǎ ŀǎ ŀƴ ƛƴŘŜǇŜƴŘŜƴǘ ōoard more important than in its evaluative 
role.  While many of the projects testing ideas to improve health care payment and delivery are 
likely to prove beneficial, some may fall short of expectations.  It will be necessary to measure 
and evaluate the full effects of changesτpositive and negative, intended and unintended.  This 
role is of increasing importance as Vermont moves toward Green Mountain Care in the next 
few years. 

 
At this point in the implementation of Act 48, the 
Da/.Ωǎ ŜǾŀƭǳŀǘƛǾŜ ǊƻƭŜ Ǉƭŀȅǎ ƻǳǘ Ƴƻǎǘƭȅ ƛƴ ǘƘŜ 
mandate to analyze outcomes of reform projects in 
health care payment and delivery.   Moving 
forward, the GMCB will be placing greater emphasis 
on preparing for crucial evaluative roles related to 
DǊŜŜƴ aƻǳƴǘŀƛƴ /ŀǊŜΩǎ ōŜƴŜŦƛǘǎΣ ŦƛƴŀƴŎƛƴƎΣ ƛƳǇŀŎǘǎΣ 
and sustainability. 

 
 
 
 
Guided by Act 48 and 
subsequent legislation, the 
GMCB is working toward a true 
system of health care in Vermont 
ǘƘŀǘ ƛƳǇǊƻǾŜǎ ±ŜǊƳƻƴǘŜǊǎΩ 
health by achieving these goals: 

¶ Promoting access to 
health care. 

¶ Improving the quality of 
health care Vermonters 
receive, as judged by 
both medical experts and 
by patients. 

¶ Making costs 
understandable, 
equitable, and  
affordable. 

It will be necessary to measure 
and evaluate the full effects of 

changesτpositive and negative, 
intended and unintended. 

 

Evaluative responsibilities 

Remembering our purpose 
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GMCB Progress in 2013 
 
For the GMCB, 2013 was a year of both accomplishment and significant transition.  Certain 
milestones sped the process along: 

¶ Vermont received a $45 million federal State Innovation Model grant, which is now 
known as the Vermont Health Care Innovation Project (VHCIP). 

¶ The Board saw its first transition in leadership and membership.  Board member Al 
Gobeille was appointed Chair; Betty Rambur, Ph.D., R.N. joined the Board; and Susan 
Barrett, J.D. was chosen as Executive Director.  The transitions occurred when founding 
Chair Anya Rader Wallack, Ph.D., and Executive Director Georgia Maheras accepted 
roles related to the VHCIP.   

¶ After the launch of a new online hospital budget tool helped the GMCB set and track 
three-ȅŜŀǊ ōǳŘƎŜǘ ǘŀǊƎŜǘǎΣ ǘƘŜ ǎǘŀǘŜΩǎ ƘƻǎǇƛǘŀƭ /9hǎ ŀƴŘ ǘƘŜƛǊ /Chǎ ǎƘŀǊǇŜƴŜŘ ǘƘŜƛǊ 
pencils in a process that yielded historically low budget increases. 

¶ The Legislature helped address the cost shift and helped with the hospital budgeting 
process by increasing a 3 percent increase in Medicaid rates. 

¶ The Legislature streamlined and expedited the health insurance rate review process, 
assigning the GMCB additional responsibility for a process intended to be transparent, 
participatory, and efficient. 

¶ The GMCB met its regulatory role in approving benefit plans and insurance rates for 
Vermont Health Connect. 

 
Punctuated by these events and many others, the GMCBΨǎ second full year featured progress in 
each of its three main areas of responsibility:  

¶ Improved systems and principles to support regulation.  

¶ A broadening network of public-private partnerships joining forces to drive innovation. 

¶ Increasing attention to the GMCB role in the evaluation of two broad areas of health 
reform.  This includes evaluating the success of efforts to test new methods of health 
care payment and delivery and evaluating the benefits and financing plans for, as well as 
the economic impacts of, the emerging Green Mountain Care health system. 

 
The Board and staff are grateful to the many people from all over Vermont who took time from 
their busy lives to share their experiences and ideas: the dentist in Bennington, the developer in 
Newport, the laid-off educator in Barre, the opiate clinic administrators in Rutland, and so many 
others.  You have helped us understand the needs, the hopes, and the concerns of Vermonters 
as we work toward a less-fragmented, more-affordable, higher-quality health care system.  
Your ǾƻƛŎŜǎ ŀǊŜ ŜǎǎŜƴǘƛŀƭ ǘƻ ǘƘŜ ŜǾƻƭǳǘƛƻƴ ƻŦ ǘƘŜ Da/.Ωǎ ǿƻǊƪΦ 
 
The following pages contain in-depth summaries of progress in each of our areas of 
responsibility in 2013. 
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In September, the Da/.Ωǎ ǎŜŎƻƴŘ ǊƻǳƴŘ ƻŦ ŀƴƴǳŀƭ ōǳŘƎŜǘ ǊŜǾƛŜǿǎ ǊŜǎǳƭǘŜŘ ƛƴ ǘƘŜ ƭƻǿŜǎǘ ǊŀǘŜ 
of hospital budget growth in Vermont in at least the past 15 years.  The following chart 
illustrates this accomplishment. 
 

 
 
The lower budgets were achieved with the help of a review process that was improved after the 
Da/.Ωǎ ŦƛǊǎǘ ȅŜŀǊ ƻŦ ōǳŘƎŜǘ ǊŜǾƛŜǿΦ  ¢ƘŜ .ƻŀǊŘΩǎ ŜȄǇŜŎǘŀǘƛƻƴǎ ǿŜǊŜ ǎǇŜƭƭŜŘ ƻǳǘ ŦƻǊ ƘƻǎǇƛǘŀƭǎ ƛƴ 
March through written guidance addressing key elements of the budget: 

¶ 9ŀŎƘ ƘƻǎǇƛǘŀƭΩǎ ƛƴŎǊŜŀǎŜ ƛƴ ƴŜǘ ǇŀǘƛŜƴǘ ǊŜǾŜƴǳŜ ǿŀǎ limited to a target of no more than 
3 percent for each of the next three years.  Net patient revenue includes payments 
from patients, government, and insurers for patient careτbut not revenues from other 
sources such as cafeterias, parking, and philanthropy.   

¶ For FY 2014, as much as one percentage point of additional growth in net patient 
ǊŜǾŜƴǳŜ ǿƻǳƭŘ ōŜ ŎƻƴǎƛŘŜǊŜŘ ŦƻǊ άŎǊŜŘƛōƭŜ ƘŜŀƭǘƘ ǊŜŦƻǊƳ ǇǊƻǇƻǎŀƭǎέ to save money and 
improve care over the long term. 

¶ Net patient revenue increases from hiring physicians already practicing in the 
community would not be counted against the targets if a hospital demonstrated that 
ǘƘŜ ŎƘŀƴƎŜ ǿƻǳƭŘ ōŜ άǊŜǾŜƴǳŜ ƴŜǳǘǊŀƭΦέ ¢Ƙƛǎ ƳŜŀƴǎ ǘƘŀǘ dollars already being spent on 
health care in the community would simply move into the hospital budget. 

¢ƘŜ ƻǊƛƎƛƴŀƭ ǎǳōƳƛǎǎƛƻƴǎ ŦǊƻƳ ±ŜǊƳƻƴǘΩǎ ƘƻǎǇƛǘŀƭǎ ǿƻǳƭŘ ƘŀǾŜ ŎŀǳǎŜŘ ǎȅǎǘŜƳ-wide growth in 
net patient revenue (NPR) of 2.9 percent, with individual hospitalǎΩ budgets ranging from a 
decrease of 11.5 percent to an increase of 6.2 percent. After extensive review, public comment 
and testimony, the GMCB trimmed the system-wide growth to 2.7 percent. The following table 
shows the submitted and approved budgets. 

Hospital Budgets 
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!ƭƻƴƎ ǿƛǘƘ ŎǳǊōƛƴƎ ōǳŘƎŜǘ ƎǊƻǿǘƘΣ ±ŜǊƳƻƴǘΩǎ ƘƻǎǇƛǘŀƭǎ generally limited increases in their 
overall rates. Two moves by the State of Vermont should help in this effort by boosting the 
payments to hospitals for treating people covered by State health programs. In its latest 
session, the Vermont Legislature approved a 3 percent increase in Medicaid rates. In addition, 
Vermonters previously enrolled in Catamount are eligible to shop for private insurance on 
Vermont Health Connect (VHC) in 2014.  See the table below for details of hospital rate 
changes. 
 

 
Note that the tables presented above reflect budgets approved in September 2013. During the year hospitals 
sometimes request adjustments based on changing situations. 

 

This year featured the successful launch of an online budgeting tool to allow in-depthέ apples-
to-applesέ analysis of the 14 hospital budgets.  This was also the first year hospitals were asked 
to submit  their Community Health Needs Assessment reports, which are ŀǘǘŀŎƘŜŘ ǘƻ ƘƻǎǇƛǘŀƭǎΩ 
federal tax fillings as part of hospital budget filing.  The Board is evaluating these filings to 
determine how they can best be used as part of the overall budget review process. 

Hospital

Approved     

Budget 2013

Submitted Budget 

2014

 Submitted % 

Change

Approved  Budget 

2014

Approved  % 

Change

  Brattleboro Memorial Hospital 65,889,615$           $          69,957,064 6.2%  $          69,793,064 5.9%

  Central Vermont Medical Center 155,378,089$         161,181,377$         3.7%  $        160,372,377 3.2%

  Copley Hospital 56,335,433$          57,795,625$          2.6%  $          57,795,625 2.6%

  Fletcher Allen Health Care 1,014,716,512$      1,063,141,724$      4.8%  $     1,059,369,710 4.4%

  Gifford Medical Center 62,965,572$          64,106,475$          1.8%  $          64,106,475 1.8%

  Grace Cottage Hospital 18,722,593$          16,560,535$          -11.5%  $          16,560,535 -11.5%

  Mt. Ascutney Hospital & Health Center 46,919,923$          46,900,850$          0.0%  $          46,900,850 0.0%

  North Country Hospital 75,876,293$          75,085,299$          -1.0%  $          75,085,299 -1.0%

  Northeastern VT Regional Hospital 62,276,100$          64,687,170$          3.9%  $          64,342,855 3.3%

  Northwestern Medical Center 83,550,542$          87,759,305$          5.0%  $          87,759,305 5.0%

  Porter Medical Center 68,848,517$          69,809,477$          1.4%  $          69,809,477 1.4%

  Rutland Regional Medical Center 211,476,550$         217,820,712$         3.0%  $        217,820,712 3.0%

  Southwestern VT Medical Center 149,179,382$         139,576,168$         -6.4%  $        139,576,168 -6.4%

  Springfield Hospital 51,874,106$          51,978,215$          0.2%  $          51,978,215 0.2%

Net Patient Revenue 2,124,009,227$      2,186,359,995$      2.9%  $     2,181,270,665 2.7%

Net Patient Revenue for Vermont Hospitals

FY 2013-2014

Approved Rate Approved Rate Approved Rate Submitted Rate Approved Rate

2011 2012 2013 2014 2014

  Brattleboro Memorial Hospital 6.0% 7.4% 5.2% 6.2% 5.8%

  Central Vermont Medical Center 5.2% 6.0% 5.0% 7.9% 6.9%

  Copley Hospital 5.5% 6.0% 3.0% 6.0% 6.0%

  Fletcher Allen Health Care 5.7% 5.9% 9.4% 4.5% 4.5%

  Gifford Medical Center 5.8% 7.0% 6.1% 7.6% 7.6%

  Grace Cottage Hospital 5.5% 10.6% 6.5% 6.0% 6.0%

  Mt. Ascutney Hospital & Health Center 6.5% 3.5% 7.0% 5.0% 5.0%

  North Country Hospital 4.4% 5.1% 4.6% 8.0% 7.3%

  Northeastern VT Regional Hospital 4.8% 7.5% 6.5% 5.8% 4.4%

  Northwestern Medical Center 1.8% 6.3% 2.9% 4.6% 3.9%

  Porter Medical Center 6.5% 10.3% 5.0% 6.0% 6.0%

  Rutland Regional Medical Center 5.5% 9.8% 10.3% 4.8% 4.8%

  Southwestern VT Medical Center 6.0% 5.5% 6.8% 9.0% 7.2%

  Springfield Hospital 3.8% 5.8% 6.0% 6.0% 4.6%

  Vermont Community Hospitals * 5.45% 6.47% 7.94% 5.47% 5.14%

* Estimated weighted average

  FY 2011-2014

Annual Overall Rate Increase for Vermont Hospitals
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¢ƘŜ άŎƻǎǘ ǎƘƛŦǘέ ƻŎŎǳǊǎ ǿƘŜƴ ƘƻǎǇƛǘŀƭǎ ŀƴŘ ƻǘƘŜǊ ƘŜŀƭǘƘ ŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ŎƘŀǊƎŜ ƘƛƎƘŜǊ ǇǊƛŎŜǎ ǘƻ 
patients who have private insurance or no insurance to make up for lower reimbursement from 
Medicare and Medicaid, charity care, or bad debt. 
 
In 2006, Act 191 created the Cost Shift Task Force, which prepared a report describing the cost 
shift, quantifying its impact, and presenting reporting recommendations for an annual report to 
the Legislature that would include: 

¶ A standard reporting instrument. 

¶ Improvements to physician payer data. 

¶ Distinctions between the amount of Vermont Medicaid and non-Vermont Medicaid 
payments. 

¶ Increased transparency in reporting on άŘƛǎǇǊƻǇƻǊǘƛƻƴŀǘŜ ǎƘŀǊŜέτthe Medicaid 
payments to hospitals that serve populations with especially high coverage by 
Medicaid.   
 

The GMCB now creates the annual cost-shift report, filing its most-recent version with the 
Legislature in April 2013.  For 2014, Act 79 added a requirement that this annual report include 
άŀƴȅ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƻƴ ƳŜŎƘŀƴƛǎƳǎ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ŀǇǇǊƻǇǊƛŀǘƛƻƴǎ ƛƴǘŜƴŘŜŘ ǘƻ ŀŘŘǊŜǎǎ ǘƘŜ 
Medicaid cost shift will have the intended result of reducing the premiums imposed on 
commercial insurance premium payers below the amount they otherwise would have been 
ŎƘŀǊƎŜŘΦέ  (18 V.SA. § 93751) (d) (1) (F). This section of the 2014 GMCB Annual Report is 
intended to ǇǊƻǾƛŘŜ ǘƘŜ .ƻŀǊŘΩǎ нлмп Ŏƻǎǘ ǎƘƛŦǘ ǊŜǇƻǊǘ. 

The GMCB recommends continuing to use the hospital budget process as the mechanism to 
ensure that appropriations have their intended results.  For example, in the FY 2014 Hospital 
Budget filings the GMCB evaluated the individual rate increase for each hospital.  This 
evaluation included a review of the revenue estimates for each payer, including Medicaid.  

¢ƘŜ Da/.Ωǎ ŜǾŀƭǳŀǘƛƻƴ ŦƻǳƴŘ ǘƘŀǘ ŦƻǳǊ ƘƻǎǇƛǘŀƭǎ ŘƛŘ ƴƻǘ ŦŀŎǘƻǊ ǘƘŜ ƭŀǘŜǎǘ aŜŘƛŎŀƛŘ ŜǎǘƛƳŀǘŜ ƛƴ 
their budget because they lacked sufficient data.  As a result, the Board adjusted these 
hospitalǎΩ requested rates downward.  ²ƛǘƘ ǘƘŜǎŜ ŀŘƧǳǎǘƳŜƴǘǎΣ ŜŀŎƘ ƘƻǎǇƛǘŀƭΩǎ Medicaid 
estimate was consistent with Department of Vermont Health Access (DVHA) estimates.  The 
result was a Medicaid cost shift with virtually no increase over the prior yearΩǎ budgets, as 
shown in the table on the next page.  (Note that the table does in fact show a very slight 
increase from $152,943 to $153,210; this change of 0.2 percent is more likely an artifact of the 
complexity of the calculation than a real change in the cost shift.)  

Cost Shift 
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As the table above and chart at right 
show, the Medicaid cost shift for 
hospitals has been essentially flat 
between 2011 and 2014: It is estimated 
at $152 million in 2011 and estimated 
at $153 million in 2014.   
 
Despite the flat Medicaid trend, the 
total cost shift is still increasing, largely 
because Medicare budget estimates 
show a large increase expected in the 
Medicare cost shift for both 2013 and 
2014.  These estimates arise from 
reimbursement changes proposed at 
the federal level.  The GMCB will be 
monitoring these changes going 
forward.      
 

 
 
 

 
  

Hospital Fiscal 

Year Medicare Medicaid Free Care Bad debt

*Commercial 

Insurance & 

Other

ACT 08 ($69,004) ($103,569) ($23,624) ($30,253) --------> $226,450

ACT 09 ($73,627) ($119,979) ($24,292) ($32,391) --------> $250,290

ACT 10 ($73,516) ($138,017) ($24,806) ($33,077) --------> $269,416

ACT 11 ($88,400) ($152,257) ($25,784) ($34,331) --------> $300,772

ACT 12 ($68,335) ($151,932) ($24,347) ($39,265) --------> $283,879

BUD 13 ($138,906) ($152,943) ($24,265) ($40,008) --------> $356,122

BUD 14 ($184,443) ($153,210) ($27,016) ($41,398) --------> $406,067

Payers' values include all hospital and employed physician services.

Numbers in parentheses reflect the estimated cost of services that each payer shifted to other payers.

Medicaid values include non-Vermont Medicaid of approximately 5%.

* The amount providers shifted to commercial insurance and self pays.

Vermont Hospital Payers Shifting Costs (in millions)

Community Hospital System
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In its first year overseeing the Certificate of Need (CON) process, the GMCB issued four CONs 
and one Conceptual Development Phase Certificate of Need (CCON).  Pursuant to 18 V.S.A. § 
9434(c), a CCON must be secured to permit the applicant to make expenditures for planning 
and design activities for projects expected to exceed $30 million.   
 
After extensive analysis and public input, the Board approved: 

¶ The sale of Crescent Manor skilled nursing facility in Bennington for $4,400,000. 

¶ Replacement of an MRI unit at Fletcher Allen Health Care for $2,362,828. 

¶ RŜƭƻŎŀǘƛƻƴ ŀƴŘ ǊŜƴƻǾŀǘƛƻƴ ƻŦ CƭŜǘŎƘŜǊ !ƭƭŜƴ IŜŀƭǘƘ /ŀǊŜΩǎ aƻǘƘŜǊ .ŀōȅ ¦ƴƛǘΣ ǿƘƛŎƘ ŀƭǎƻ 
includes the relocation and renovation of the General Clinical Research Center for 
$15,828,164.  

¶ wŜƭƻŎŀǘƛƻƴ ƻŦ DƛŦŦƻǊŘ aŜŘƛŎŀƭ /ŜƴǘŜǊΩǎ existing 30-bed skilled nursing facility to property 
owned by the hospital in Randolph Center, and conversion of the vacated space to 
accommodate single occupancy inpatient rooms for the medical/surgical transitional 
care and birthing unit for $12,665,270.  

¶ CƭŜǘŎƘŜǊ !ƭƭŜƴ IŜŀƭǘƘ /ŀǊŜΩǎ ǊŜǉǳŜǎǘ for a CCON for $3.7 million to perform detailed 
planning and design work in anticipation of replacing a portion of its inpatient bed 
capacity.  Before beginning the project, estimated to cost in excess of $85 million, 
Fletcher Allen is expected to return to the Board with a CON application.  

 
Applications are pending for two CONs: 

¶ The sale of Newport Health Care Center and Newport Residential Care Center, an 
existing skilled nursing facility, to Newport Rehabilitation and Nursing Center, LLC and 
Newport RNC Realty, LLC, both Delaware corporations. 

¶ Pathways VermƻƴǘΩǎ ǊŜǉǳŜǎǘ ǘƻ ŎǊŜŀǘŜ {ƻǘŜǊƛŀ Vermont, a five-bed residence in 
Burlington for adults experiencing a first episode of psychosis. 

 
CON jurisdiction has been asserted in the following instances, but applications have not yet 
been filed: 

¶ Copley Hospital: construction of a new operating room suite. 

¶ Rutland Area Visiting Nurse Association and Hospice: purchase of the Bennington Home 
Health and Hospice Agency. 

 
In addition, Maple Leaf Farm withdrew its application to purchase the former Pine Ridge School 
in Williston due to its concern about financial issues and non-CON permitting delays.  The Board 
also reviewed jurisdictional requests in which it was determined that the projects did not 
trigger thresholds requiring CON review.   
 
 
  

Certificate of Need 
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In July 2013, the GMCB announced decisions on the first-ever rates for health insurance plans 
offered through Vermont Health /ƻƴƴŜŎǘΣ ǘƘŜ ǎǘŀǘŜΩǎ online health insurance benefit exchange.  
The Board issued two decisionsτone for each of the two carriers offering plans through the 
exchangeτthat carved approximately 5 percent off the rates proposed by BlueCross BlueShield 
of Vermont (BCBSVT) and MVP Health Care (MVP).   
 
The Vermont Health Connect rates approved by GMCB result in an estimated premium of 
approximately $400 per month for a single person purchasing ǘƘŜ ōŜƴŎƘƳŀǊƪ άǎƛƭǾŜǊ Ǉƭŀƴ,έ with 
ƘƛƎƘŜǊ ƻǊ ƭƻǿŜǊ ǇǊŜƳƛǳƳǎ ŘŜǇŜƴŘƛƴƎ ƻƴ ŎƘƻƛŎŜ ƻŦ άƳŜǘŀƭ ƭŜǾŜƭΦέ  CƻƭƭƻǿƛƴƎ ǘƘŜ Da/.Ωǎ ǊŀǘŜ 
decisions, the Commissioner of the Department of Vermont Health Access approved 18 plans to 
be offered on Vermont Health Connect; BCBSVT and MVP each offer standard plans in the 
platinum, gold, silver and bronze metal levels, a high deductible silver and high deductible 
bronze plan, and  three non-ǎǘŀƴŘŀǊŘ ά/ƘƻƛŎŜέ ǇƭŀƴǎΦ  ¢ƘŜ ƴƻƴ-standard plans are unique to 
each carrier, and have features that enhance the value of the benchmark benefits offered in the 
standard plans.  Significantly, many Vermonters will be eligible for new federal and state tax 
credits which will reduce their premium payments below those approved by the GMCB.   
 
The Board also issued a decision in July ǊŜŘǳŎƛƴƎ ./.{±¢Ωǎ proposed 24.4 percent increase in 
rates charged to approximately 15,000 Vermonters enrolled in the Catamount health plan 
during the third and fourth quarters of 2013τthe final time period for the Catamount program.  
The Department of Financial Regulation (DFR) recommended that the Board order the carrier 
adjust the rates in several ways, lowering the increase to 13.9 percent; the Board accepted the 
recommendation, but ordered additional adjustments that reduced the rate increase to 
approximately 11.9 percent.   
 
The Board issued 31 decisions in 2013.  Details of the filings resulting in changes to premiums or 
ǘƘŜ άǘǊŜƴŘ ŦŀŎǘƻǊέ ǘƘŀǘ ƛƴŦƭǳŜƴŎŜǎ ǇǊŜƳƛǳƳǎ ŀǊŜ ǇǊƻǾƛŘŜŘ ƛƴ ǘhe table on page 15.   Highlights 
include: 

¶ Reducing ./.{±¢Ωǎ ǊŜǉuested small group rate increase for the last three quarters of 
2013. 

¶ Reducing the requested administrative charge expenses and contributions to surplus for 
BCBSVT and The Vermont Health Plan (TVHP) for the fourth quarter of 2013 through the 
third quarter of 2014.  

¶ Modifying large claims pooling factor filings for BCBSVT and TVHP. 

¶ Disapproving a 15 percent increase in BCBSVT Safety Net rates for the final two quarters 
of 2013.  (The Safety Net plan has experienced declining membership and will no longer 
be available in 2014). 

¶ 5ƛǎŀǇǇǊƻǾƛƴƎ ¢±ItΩǎ proposed 20.7 percent average rate increase for small group 
members renewing coverage in the third quarter of 2013, and 18.4 percent average 
increase for members renewing in the fourth quarter.  In its decision, the Board cited 
ŘŜŎƭƛƴƛƴƎ ǳǘƛƭƛȊŀǘƛƻƴ ŀƴŘ ¢±ItΩǎ ǇǊƻŦƛǘŀōƛƭƛǘȅΦ 

Insurance Rates 
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In 2014, two developments are bringing significant changes to the rate review process:   
 

¶ The Legislature expanded the jurisdictional role of the GMCB starting January 1, 2014, 
simplifying and shortening the existing two-step review process.  (See 2013, No. 79, § 
5c.)  Currently, the Department of Financial Regulation (DFR) reviews rate requests on 
their submission and recommends that the GMCB approve, modify, or disapprove of the 
requests.  In 2014, the GMCB will assume primary responsibility for this process, with 
DFR providing the GMCB with a solvency analysis only.  A new web site launched on 
January 1 informs Vermonters about the new streamlined health insurance rate review 
process and provides expanded access for those who wish to become involved in the 
process.  This includes the ability to sign up for notifications of new rate filings. 
 

¶ With the Vermont 
Health Connect 
insurance plans 
beginning coverage 
in 2014, some of the 
existing plans being 
reviewed by the 
Board will end, and 
consumers will 
migrate from those 
plans to plans 
offered through 
Vermont Health 
Connect.  As a result, 
each insurer will 
make fewer filings in 
2014 than in 
previous years. 

 
 
  

http://www.leg.state.vt.us/DOCS/2014/ACTS/ACT079.PDF
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±ŜǊƳƻƴǘΩǎ ŜŦŦƻǊǘǎ ǘƻ ŘǊƛǾŜ ƛƴƴƻǾŀǘƛƻƴ ƛƴ ǘƘŜ ǎǘŀǘŜΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ǇŀȅƳŜƴǘ ŀƴŘ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳǎ 
got a major boost in 2013 with the news that the state received a federal State Innovation 
Model (SIM) testing grant, which is discussed in detail in the next section. This grant supports 
the design and testing of three specific payment models:  population based payments through a 
Shared Savings Program between Accountable Care Organizations (ACOs) and payers; Bundled 
Payments; and Pay for Performance.  Each of these payment models will be developed, 
implemented, and evaluated with the involvement of a broad group of public and private 
stakeholders.   
 
In collaboration with the SIM grant team and stakeholders from around Vermont, the GMCB is 
encouraging a wide range of efforts that test various models for innovation in payment and 
delivery. 
 
 
The Vermont Blueprint for Health  
 

Launched in 2003 ŀǎ ŀ DƻǾŜǊƴƻǊΩǎ LƴƛǘƛŀǘƛǾŜ and considered ǘƘŜ ŦƻǳƴŘŀǘƛƻƴ ŦƻǊ ±ŜǊƳƻƴǘΩǎ health 
payment and delivery reform models, the Blueprint for Health now includes more than 450,000 
Vermonters. The model promotes advanced primary care in the form of Patient Centered 
Medical Homes (PCMHs), multi-disciplinary support services in the form of Community Health 
Teams (CHTs), and a network of self-management support programs.  All major insurers in 
Vermont participate in payment reforms designed to support the PCMH and CHT operations. 
 
The GMCB believes this program can lead to several important outcomes, including an increase 
in the rate at which people receive recommended assessments and treatments, a reduction in 
avoidable acute care, and improved control over the growth in healthcare costs.  The GMCB 
considers the Blueprint/PCMH model to be an important delivery system innovation and 
therefore participates in the evaluation of the program.  This year the Blueprint will provide 
results of a study comparing 2012 Blueprint participants with a comparison group using the 
Vermont Healthcare Claims Uniform Reporting and Evaluation System (VHCURES), which is the 
most complete source of claims data across all settings and insurers in Vermont.  This 
evaluation is designed to determine whether the Blueprint program is achieving the desired 
goals of health care reform.    
 
 
Shared Savings Programs 
 
From December 2012 through October 2013, the GMCB and the Department of Vermont 
Health Access (DVHA) convened two work groups to support the creation of Medicaid and 
Commercial Accountable Care Organization (ACO) Shared Savings Programs (SSPs) modeled on 
Medicare's ACO SSP.  These work groups met twice monthly throughout the year, and included 
representatives of ACOs, payers, hospitals, Federally Qualified Health Centers, physicians, 
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consumers, and others.  To ensure that SSPs meet their intended purpose of benefitting 
Vermont consumers, careful monitoring of consumer impacts will evaluate key quality and 
access measures. 
 
The ACO Standards Work Group was formed to develop standards for the Medicaid and 
Commercial SSPs.  The Work Group drafted standards in the following areas:   

¶ {ǘŀƴŘŀǊŘǎ ǊŜƭŀǘŜŘ ǘƻ ǘƘŜ !/hΩǎ ǎǘǊǳŎǘǳǊŜΥ 
o Financial stability. 
o Risk mitigation. 
o Patient freedom of choice. 
o ACO governance. 

 

¶ {ǘŀƴŘŀǊŘǎ ǊŜƭŀǘŜŘ ǘƻ ǘƘŜ !/hΩǎ ǇŀȅƳŜƴǘ ƳŜǘƘƻŘƻƭƻƎȅΥ 
o Patient attribution methodology. 
o Calculation of ACO financial performance and distribution of shared savings 

payments. 
 

¶ Standards related to management of the ACO: 
o Care management. 
o Payment alignment.  
o Data use. 

 
These Standards were presented to the Vermont Health Care Innovation Project VHCIP 
(formerly SIM) Steering Committee and Core Team and the GMCB for approval, and were 
adopted in December.   
 
The ACO Measures Work Group was formed to identify standardized measures to evaluate the 
ǇŜǊŦƻǊƳŀƴŎŜ ƻŦ ±ŜǊƳƻƴǘΩǎ !/hǎΣ ŀƴŘ ǘƻ ŘŜǾŜƭƻǇ ŀ ƳŜŀǎǳǊŜǎ ǎŎƻǊƛƴƎ ǇǊƻŎŜǎǎ ǘƻ ŘŜǘŜǊƳƛƴŜ Ƙƻǿ 
ACO performance influences the amount of savings that would be distributed to the ACO.  To 
that end, the Work Group developed the following measure sets:  

¶ Measures for payment; how the ACO performs on the measure may impact the amount 
of shared savings that the ACO receives.  

¶ Measures for reporting; ǘƘŜ !/hΩǎ ǇŜǊŦƻǊƳŀƴŎŜ ƻƴ ǘƘŜǎŜ ƳŜŀǎǳǊŜǎ ǿƛƭƭ ƴƻǘ ƛƳǇŀŎǘ ǘƘŜ 
amount of shared savings that the ACO receives, but whether or not the ACO reports on 
the measure may impact shared savings. 

¶ Measures for monitoring and evaluation, including key utilization indicators and other 
statewide quality measures. 

¶ Pending measures for future consideration. 
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Through a collaborative 
process of carefully selecting 
and discussing each potential 
measure, the Work Group 
recommended Year One 
(2014) payment and reporting 
measure sets to the Vermont 
Health Care Innovation 
Project Steering Committee, 
Core Team, and the Green 
Mountain Care Board (GMCB) 
for final approval.   The work 
group also recommended 
Year One scoring processes.  
These measure sets and 
scoring processes were 
adopted in December. 

 
Standards and measures are aligned among commercial payers and Medicaid where possible, 
but are adapted as needed to reflect differences in the populations served by these two types 
of payers.  
 
 
Other Payment and Delivery System Reform Initiatives 
 
In addition to the Shared Savings Programs described above, the GMCB supports several 
current and proposed payment and delivery system reform initiatives throughout Vermont, 
including ACOs, the Vermont Oncology Project, the Rutland Medicare Congestive Heart Failure 
Bundled Payment Pilot, the Northwestern Medical Center Emergency Department Pilot, and 
the National Surgical Quality Improvement Program.   
  
Accountable Care Organizations:  Vermont has three Accountable Care Organizations, 
voluntary coalitions of providers intended to improve coordination and quality of care for 
patients and implement payment reforms (including Shared Savings Programs): 
 

Accountable Care Coalition of the Green Mountains (ACCGM) includes approximately 
100 primary care and specialist physician members of Health First, a statewide 
Independent Practice Association (IPA).  ACCGM is participating in the Medicare SSP, 
ŀƴŘ ƛǎ ƭƛƪŜƭȅ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ±ŜǊƳƻƴǘΩǎ /ƻƳƳŜǊŎƛŀƭ {{tΦ    
 
Community Health Accountable Care (CHAC) is a joint venture between Bi-State 
tǊƛƳŀǊȅ /ŀǊŜ !ǎǎƻŎƛŀǘƛƻƴ ŀƴŘ ŦƛǾŜ ƻŦ ±ŜǊƳƻƴǘΩǎ CŜŘŜǊŀƭƭȅ vǳŀƭƛŦƛŜŘ IŜŀƭǘƘ /ŜƴǘŜǊǎ 
(FQHCs).  In December 2013, CMS approved CHAC to participate in the Medicare SSP. 


